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OUR FINANCIAL POLICY
1). I understand that a co-payment is due at each appointment for myself or my dependants. If you do not have
insurance then full payment will be due at the time of service.
2). I understand that it is solely my responsibility to confirm which treatment or procedures are covered by my
insurance including but not limited to any applicable exclusions or deductibles. As a courtesy we will attempt to
get your referral but ultimately it is your responsibility to insure that your referral is here by your appointment
date.
3). I understand that I have to provide North DeKalb Orthopedics, PC with my insurance card for verification of my
insurance coverage. Without verification of insurance/insurance card, full payment will be due at the time of
service.
4). I understand that any balances not paid by the insurance will be my responsibility.
5). I understand that if I fail to pay my account in a timely manner, North DeKalb Orthopedics, PC may report my
account to credit rating bureaus or to a collection agency and/or take legal action against me for full payment
including but not limited to all related collection expenses. If you are turned over to a collection agency you will
discharged from the practice. There are still options for you to be seen for your Orthopedic care, and those would
be the following: Orthopedic Clinic at Grady Hospital (if you are a Fulton/DeKalb County resident), telephone #
404- 616-4473 or any other private Orthopedic Office of your choosing. Obviously, if you have a real life or limb
threatening Orthopedic/medical emergency, then you would need to seek care at the nearest emergency room.
This is not an automatic way to get back into the office if you still have financial obligations to our office.
6). I understand that unless patient records are sent directly to another provider there is a charge of $25.00 for
copies of my records/x-rays. There will be a $5.00 charge for x-rays that are requested without medical records.
7). I understand that there will be a $ 25.00 no show fee if appointment is not cancelled 24 hr prior to appointment.
8). Due to limited operating room time, I understand that there will be a $250.00 cancellation/re-scheduling fee
charged if cancellation or re-scheduling is not done at least 3 weeks prior to your surgery date.
9). I understand that there will be a $50.00 charge for filling out disability/FMLA forms. This is due at the time the
paperwork is dropped off. There will be a charge of $5.00 for faxing forms out from our office.
10). I understand that it is my responsibility to immediately notify North DeKalb Orthopedics, PC of any changes
to my address, contact information, or insurance changes, etc.
My signature below confirms that I have throughly read, understand and agree to the above terms and conditions.

____________________________________
Signature of Patient or Guardian

______________________

Date

* All fees are subject to change without notice and are not payable by the Insurance Co.
505 Irvin Court, Suite 200
Decatur, GA 30030
Tel: 404-294-4111 Fax: 404-292-3505
Web: www.ndortho.com
Rev: 3/4/2014

